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Introduction
The aim of this research is to examine the current provision, frameworks for hip fracture management in the UK and how this relates to Therapy Assistant Practioners. Some of the difficulties encountered by the NHS and other organisation within the management of hip fractures will be briefly examined. Incidental findings that are not part of this research will be noted and documented for further analysis and research in the future. The timeline for research is post Covid-19 due to the changes in society and services since the pandemic, however there are reflections on pre Covid-19 levels of demand and frameworks to contrast the data and findings of the research.
The research outcomes will be achieved by first examining a case study of a gentleman with a hip fracture sustained from a fall, followed by an overview of the condition including data of prevalence from the National Hip Fracture Database, how the condition impacts services and individuals. Next a brief inquiry into previous and current approaches to the condition including how this relates to the role of the Therapy Assistant Practitioner and its previous guise as Therapy Assistants. Then to explore the relationship between co-production, clinical, governance and supervision in relation to the role of the Therapy Assistant Practitioner and hip fracture management and framework.

Case Study 
The basis of this case study will be the role of the Therapy assistant Practitioner (TAP) working within a community resource team. The role is to rehabilitate patients in the community. The case example will focus on an individual patient who was discharged from hospital following a fall. The case example will be anonymised to maintain confidentiality. The patient will be given the name ‘Nev’ to assist with the descriptive process.
Nev is a 76-year-old male who lives alone since his wife passed away several years ago. He has lived downstairs in his terraced house for the last 3 years due to increasing difficulty undertaking the stairs. A diminishing level of activity since being bereaved and subsequent reduction in mobility has resulted in the use of a walking stick. He is supported by his family daily who live locally. Nev requires some supervision and reminding to perform tasks such as medication and meal preparation. Nev has multiple co-morbidities: Type 2 diabetes, hypertension and chronic kidney disease which are managed in the community. Diabetes is linked to an increased risk of fragility fractures (Emanuelsson et al., 2024) with chronic kidney disease being a common finding in neck of femur patients with an increase in the 30-day mortality rate (Porter et al., 2017).
[bookmark: _Int_qqRDZKyN]Nev was admitted to hospital following a fall at home which resulted in a neck of femur fracture (NOF). The fracture was reconstructed with a hemiarthroplasty. Nev became unwell post-surgery with hospital acquired pneumonia within the first 48 hours. Nev’s family were called in see him due to him being very unwell. He was then subsequently discharged from hospital 2 days later despite the family's protestations that he was too unwell to be cared for at home. Collateral information from the family indicated that there were communication difficulties with health care staff. Often there are unintended conflicts between types of communication (Alder, 2016). Communicating health information can be complex (Berry, 2007) and requires skill and training to achieve a good outcome. Nev spent a total of 6 days in hospital. Taking into consideration pressures on the NHS with a combination of a shortage of available beds and a high occupancy rate, Nev’s discharge from hospital compounded his pre-existing issues and added new risk factors (Baji et al, 2021)
A length of stay <10 days is one of the major risk factors that increase 30-day mortality rate (Baji et al, 2021) and (Hassan et al, 2021). Coupled with co-morbidities and post operative complications Nev’s return to a ‘restoration of physical and self-care functions’ (NICE, 2023) was a difficult and protracted journey of rehabilitation.
Due to waiting times for both triage and allocation in community physiotherapy it was a further 2 weeks before Nev could be seen at home. At time of assessment Nev had a level of post operative recovery which would be seen at someone who was in their first week (short distance with walking frame with assistance of two members of staff). Pre-existing co-morbidities impacting on expected level of recovery coupled with, no post operative advice, early discharge, post operative complications and increasing frailty had elevated Nev into a category that was a high risk of further falls and re-admission to hospital (Turner, 2014).
The time taken to return Nev as close as possible to his pre-admission level of function and activity (NICE, 2023) increased from an expected 12 weeks to 25 weeks. Nev was in the high-risk category due to his gender, age, fracture type, admission source, pre-injury level and length of stay (Baji et al., 2021).

Overview of Condition
Hip fractures in the UK affect approximately 70,000 to 75,000 people each year. The UK has an ageing population and hip fracture is a major health issue. Annual cost including social and medical costs are at around £2 billion (NICE, 2023). The National Hip Fracture Database 2023 annual report states that 72,160 patients were treated for hip fractures in 2022 in contrast to 67,000 prior to the Covid-19 pandemic (NHFD, 2023). An increasingly frail and aging population will increase demands on all health, social care settings and families. The current issues to provide the health and social care to support patient’s needs in the community due to insufficient capacity (CQC, 2023) are falling to families (partners, spouse, children, grandchildren) who often do not have the skills or time to care for increasingly frail and complex patients.
According to the National Institute of Clinical Excellence (2023) around 10-20% of people who fall at home and admitted with a hip fracture will move to institutional care on discharge from hospital. A total of 25% of people with hip fractures are from institutional care (residential, nursing or hospital). Falls and hip fractures are linked to co-morbidities and increased mortality. Hip fractures are linked to further falls within the subsequent 18 months to 5 years leading to further interventions from health and care professionals as well as increasing levels of support from patient’s families. Although the 30-day mortality rate has declined from 10.9% in 2007 when the NHFD was established to 6.2% in 2022, there has been criticism from research papers directed at the validity of data collection, quality of data collection, conflicting and incomplete data sets (Tsang, 2017, Baji, 2023, Hassan 2021) which the NHFD has tried to address in recent annual reports.

Previous Approaches to the Condition
Hip fractures are one of the most common fractures among the frail and elderly. Symptoms of hip fracture will include pain, unable to weight bear, external rotation and/or shortening of the affected lower limb. Confirmation of fracture by x-ray or other imaging, patients are transferred to the trauma and orthopaedic team for discussion on the most appropriate treatment for the fracture. Neck of femur fractures have been treated differently over time in the UK with improving techniques, fixation and joint replacement. Since the advent of the NHFD in 2007 and the Department of Health requesting NICE to begin to prepare clinical guidelines on the management of hip fractures in 2008, an improvement in quality standards has been evident (NHFD, 2022, 2023).  Although since the Covid pandemic there has been increased pressures on hospitals to reduce length of stay and return outlying patients to specialist wards (Baji, 2023, Hassan 2021). Since 2011 timing of surgery has been reduced to on the day or day after, physiotherapy first day post operation assessment, once daily mobility and multi-disciplinary management in the community of patient post hip fracture (NICE, 2023).
[bookmark: _Int_jYTeERsh]The introduction of therapy assistant practioners (TAP) has been a recent progression in how therapies are delivered in health and community settings (Skills for Health, 2014). Previously known as therapy assistants or physiotherapy assistants they had limited opportunity to utilise their skills and operate at a higher level of competency (Skills for Health, 2014). Previously within the community setting assessments and interventions were carried out by health professional such as physiotherapists. These patients were then allocated to physiotherapy assistants with a treatment plan and goals to be achieved within a time frame agreed with the patient. The physiotherapy assistant would report on a daily or weekly basis regarding the patient's progress or issues raised. Physiotherapy assistants were not allowed to deviate from the agreed plan with consulting the qualified practitioner. Within Acute inpatient settings, physiotherapy assistants completed routine tasks that did not require direct supervision, with much of their day-to-day activities being administrative and/or assisting as a second with manual and therapeutic handling. 
As the health sector came under pressure from successive governments to reduce expenditure, increase staff flexibility and obtain efficiency savings, a more pragmatic approach to staffing was envisioned. This however has opened issues around roles, training, competency frameworks and guidance (Skills for health, 2014). A wider issue of ongoing staffing and funding for the NHS (Abbasi, 2023) has a relevance for the creation of new roles and the development of existing ones which suit the increased demand from deconditioning and co-morbidities post Covid 19 among the ageing population (Mohammad, 2023, Lee et al., 2023).

Current Approaches to the Condition
Current approaches are evidence based and driven by data presented within the NHFD and current NICE guidelines. Currently there are huge pressures on length of stay (Baji, 2021) and creating throughput to keep a flow of patients being admitted and discharged. Length of stay has been reduced from 17 days December 2022 to 15 days in February 2024 (NHFD 2023). 
Tsang (2017) and Baji (2021) highlight the difficulty of obtaining accurate and valid data for inclusion in the NHFD. The variation in performance of individual hospitals regarding hip fractures are reflected in mortality rates, length of stay, delays to surgery and achieving best practice within NICE guidelines is evident in annual reviews from the NHFD. The 30-day mortality rates also have a large scope of variation within single centre studies (Barker et al., 2021, Mastan et al., 2022) ranging from 8.5% - 18.2% to 8.6% - 11.6% respectively, which mirrors the variation in the NHFD.
Post operation physiotherapy input is vital to return the patient to pre-admission levels of activity and mobility. Rehabilitaion of the patient is part of the multidisciplinary approach within the hip fracture programme (NICE 2023) that commences on the first day post operation and continues into the community. An increase in physiotherapy input in the first 7 days post operation reduces length of stay (Goubar et al., 2022), however this places extra pressure on therapy departments to offer a 7-day service which equates to increase in costs.
The Charted Society of Physiotherapist (2018) issued guidance regarding hip fractures. Encompassed in seven standards the CSP is working in conjunction and in harmony with NHFD and NICE guidelines. The objective of the CSP standards is to eliminate ‘unwarranted variation in rehabilitation after hip fracture’ (CSP, 2018). This has been a common theme with NHFD reports and revisions of NICE guidelines (2011, 2017, 2023).
Therapy Assistant Practitioners (TAP) work within, NHFD, NICE and CSP guidelines. TAP work within a person-centred approach. The TAP can carry out initial assessments depending on the complexity of the patient and skills/competency of the practitioner. Verbal consent is gained prior to assessment by TAP as set out in Health & Care Council (2016, 1.4). The reason for assessment is explained in a calm and professional manner, which is a good demonstration of clear boundaries. Open posture, facing the patient and good eye contact in accordance with Egan (2002, p.69). An exact description of symptoms and timeline is established by careful questioning. The patient’s ‘story’ is acknowledged empathically as ‘opposed to inactive or inadequate listening’ Egan (2002, p. 77). Patients can decline physiotherapy input, this needs to be respected in line with HCPC (2016, 2.3). 
Factors that influence a TAP’s clinical decisions range from level of competency, training, experience, patient safety, staff safety, goal setting, service and patient needs. Patients are seen on a priority of risk and needs. Patients at a high risk of falls or being admitted to hospital are prioritised and seen urgently which is 2 weeks or less. Routine referrals are seen within 14 weeks. Patients that require a more immediate service would be seen by the Intermediate Care Multidisciplinary Team. A patient with high risk of falls may be a result of increasing frailty, infection, decline in pre-existing health issues, unsuitable accommodation and environmental. There are disagreements regarding socioeconomic deprivation and the incidence of hip fractures, with Jones et al (2015) eliminating the cause, while Thorne et al (2016) presenting it as mortality indicator.

Co-Production 
Ways of working that create, promote the good outcomes are seen within the NHS as best practice. Increasingly complex patient requires a multidisciplinary approach to achieve their goals or best outcomes. Often these agencies are fragmented and understaffed. A patient leaving hospital post hip fracture would require equipment from occupational therapists to assist with daily tasks, a walking frame from physiotherapy to aid mobility, a social work assessment to put into place a package of care/reablement which will require carers, GP to monitor patient in the community, district nurse to remove stiches/clips and change dressings, family to support patient at home and trauma and orthopaedics to review the fracture. The TAP must aim to improve the patient's mobility and function as part of this team with the community setting.
Co-production where everybody works together including patient on an equal basis to create a service or decision. It is the process where all people are seen as assets, however according to Smith et al (2020) ‘not everything has to be co-designed and not everyone will want to occupy this space’. Improving participation is event specific, as a patient is often unavoidably passive in certain circumstances. In comparison, Kohler et al (2017) identifies that a ‘improved experience is consistently seen as a result of participatory approaches.’
It is important to acknowledge that patients and their families are vital in the ‘active participation...in quality improvement’ coupled with it being ‘an accepted part of attempts to improve healthcare services.’ (Wiig et al 2013).
Barriers to co-production are often evident within community settings. Staff shortages coupled with waiting lists for all services impact the viability of working together. Often one or more services are unavailable at the right time for the patient, leading to delayed discharge (feeding into high bed occupancy in hospitals) or families providing care on discharge, reduced mobility due to physiotherapy waiting lists to name but a few.
Co-production as part of the TAP role is clearly adventatious to all parties (Wiig et al 2013, Kohler et al 2017) including the patient and the services in general. However significant difficulties around capacity make this difficult to achieve and therefore make service improvements (Smith et al 2020, CQC 2023, Baji et al, 2021). Collaborative working as set out in Well-being of Future Generations (Wales) Act 2015 impells us to attempt work in this manner and look for opportunities for co-production.

Clinical Governance and Supervision Framework
Implementing clinical governance is turning the lessons of the past into a reality (Kline, 2019). Quality healthcare benefits all people involved, from patient experience to societal changes (McSherry & Pearce 2011). TAP have a responsibility to be part of this change, delivering quality, compassion, person-centred advocated by the CSP (2007) and care that enables the patient to achieve their goals. The protected characteristics within The Equality Act (2010) highlight the need to take into consideration of age and disability and to act without prejudice or discrimination.
Considering the above, produces an overarching expectaion from patients to receive quality health care. Patients are better informed and expect a quality service. The TAP must be aware of this and strive to work within the expectations of the clinical governance framework (Public Health Wales 2023). The TAP must play their part in clinical governance, to produce ‘a culture in which quality can flourish’ (McSherry & Pearce, 2011, p. 85), as opposed to Halligan & Donaldson (2001) and Kline (2019) appraisals of the failing of clinical governance and the inability to transform the culture and delivery of services within the NHS.
Supervision is part of the performance and monitoring of staff. It is not a one-sided interaction; it is a joint endeavour to allow the supervisor to help the supervisee and according to Hawkins & Shohet, p. 55 (2012) ‘to improve the quality of their work and continuously develop themselves and their practice’  
There are however challenges to supervision and within the mentoring process. There must be a working relationship between supervisors and supervisee, which is effective and displays the interpersonal aspects that is required to promote quality and best practice (Gopee, 2015). TAP must engage in clinical supervison and elict service user feedback to assess the quality of their work and ensuring it is line with the necessary frameworks as set out by PHW, NICE, CSP and NHFD regarding hip fractures.



Conculsion
Within this research it has been highlighted the juxtaposing of the current level of service demand/capacity and the ongoing delivery of quality care in relation to hip fractures. Length of stay of <10 days as a predictor of 30-day mortality is evident in the research which is in comparison with the pressures on length of stay (bed occupancy) within acute hospital settings. The case study although anecdotal highlights the relocation of issues, in this case from acute to community.
The NHS and other stake holders with the management of hip fractures are under huge pressure to maintain and improve quality of care. The TAP as part of this multidisciplinary team must attempt to mitigate the service pressure and deliver a quality person-centred rehabiltation programe working in conjunction with qualified colleagues and supervisor. Collabrative working to deliver quality, timely and achievable care is a viable method to ensure patients recievee the best outcomes from the potential life changing event of a hip fracture.
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